2 | METHODS
| Study setting
As per Census 2011, Haryana is a North Indian state with a total population of 25 351 462 of which 65.2% lives in rural areas. 29 The per capita GDP for Haryana (Indian National Rupees [INR] 133 427) is much higher than the national average of INR 74 380. 30 About 11.6% and 10.3% of the state population in rural and urban areas, respectively, are below the poverty line. 31 However, only 0.51% of Haryana's GSDP spent by the Government on healthwhich is the second lowest in the country. 32 Health services are provided by a network of public and private facilities in the state of Haryana. As per National
Health Profile 2012, the public health sector in Haryana comprises 58 hospitals, 109 community health centres, 447 primary health centres, and 2520 subcentres. 33 Overall, 9.85% of the total OP visits are attended by the public health care providers in Haryana. For hospitalized care, the share of public health care providers is 33.3% in rural and 18.3%
in urban areas for Haryana.
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| Survey design
A large comprehensive household survey was carried out in 21 districts of Haryana from October 2012 to April 2014
to measure the extent of UHC. 10 Six categories of respondents from each household were eligible for inclusion in the survey. These included women with a child less than 5 years age, women with a child between 12 and 23 months of age, women who had delivered a baby within the last year, and eligible couples (married couples with a woman between the ages of 15 and 45). Further, those who had experienced any illness episode within the last 15 days, and those who had a hospitalization in last 1 year were also included in these six eligible categories. 10, 30 A structured questionnaire, which contained six sections, was used to interview respondents.
Each respondent had a set of specific questions relevant to that category, with a common set of household level questions. In this scenario, all the women with a child less than 1-year age or a child with 12 to 23 months age were also considered eligible and interviewed for questions pertaining to those where a woman had a child less than 5-year age. Each client category was posed with a specific set of questions with a defined objective. For example-the women with a child less than 1-year age were interviewed to assess coverage of antenatal care, postnatal care, and institutional delivery, while the women with a child between 12 and 23 months were interviewed to ascertain immunization coverage. Similarly, those with a child less than 5 years were interviewed to assess morbidities and care seeking among under-5 age group.
In this paper, we report the findings on OOP expenditures for health care based on the data collected from individuals who had an episode of illness in the last 15 days, or a hospitalization in previous 365 days. Both the latter clients were interviewed to assess the extent and type of morbidities, patterns of care seeking, and OOP expenditures. We also report the components of OOP expenditure at the state level in terms of spending incurred on medicines, consultation, diagnostic tests, user fee/hospital charges, and transportation. The expenses spent, but which respondents were unable to recall to any of above five categories, were mentioned in any other category.
Subcentre, which is the lowest level of health care delivery point, was chosen as the primary sampling unit (PSU).
Using the line list of all subcentres in each district of Haryana, a set of PSUs were selected using simple random sampling. Sample sizes were estimated separately for each of the different categories of clients to be interviewed in each PSU. For OOP section on OP consultation (within last 15 days) and hospitalization (within 1 year), the key indicators like proportion seeking OP care (rural) and proportion of those who sought inpatient admissions in government hospitals were chosen, in order to reflect the emphasis on share of expenditure by public providers as well as the utilization of health care services by the population. These indicators have also been used since long in various rounds of National Sample Survey Organization (NSSO) survey. 36 While the design effect of 1.25, absolute errors of 11, 95%
confidence intervals, and corresponding margin of error as 0.05 were taken to calculate sample sizes for OP and hospitalization section. 30 For the sections related to OOP expenditure on illness within 15 days and hospitalizations within 1 year, a sample size of 54 and 23, respectively, per PSU were considered adequate for district-level estimations. The long timeframe, ie, October 2012 to April 2014 took care of any effect seasonal variation may have on the type of morbidity, hospitalization rate, and OOP expenditures. 37 
| Data collection
Out-of-pocket expenditures were elicited on the basis of respondents' recall. Wherever possible, the investigators tried to get the exact expenses incurred on any illness within 15 days and/or any hospitalization within 365 days through review of any records like bills, prescription slips, etc. after interviewing the eligible respondents. In order to elicit health-related OOP expenditures, various expenditure surveys like Household Budget Survey Budget, Living
Standard Measurement Surveys, Socio-Economic Surveys, and NSSO rely on recall period of 1 year in case of hospitalization and 15 days to 1 month for any illnesses-related OOP expenditure in OP setting. 12, 35 The overall PSU sample was distributed among all the villages of the PSU using probability proportional to size method. For this purpose, list of all villages along with their population and administrative maps were obtained from ANMs of the allotted subcentres. In case a map was not available, the investigators surveyed the villages to prepare a rough map. Each village was then broadly divided into four zones, from which one zone was randomly selected for data collection. The first house in the selected zone was randomly chosen to initiate data collection, following which investigators moved consecutively from house to house in a pre-set direction to elicit information on desired clients.
The investigators continued data collection in this manner, till the required sample size targets under each subcentre were achieved. If the desired sample size for each category was not met from the first randomly selected quadrant of the village, next quadrant was chosen randomly. Once the sample size targets for a village got completed, the investigator moved to the next village and so on under the subcentre for data collection.
Thirty graduate-level field investigators, who were trained in survey methodology and data collection, collected household data. One supervisor for every five field investigators monitored the activities and undertook quality assurance for the data collected. Preference for study respondent was the specific client who was eligible, ie, individual who had suffered the illness or hospitalization. However, given the fact that the concerned person might not be available, any adult household member with the sufficient knowledge and information of the expenses incurred and the prevailing conditions surrounding the illness or hospitalization episode within the reference period was interviewed.
| Data analysis
In this study, the mean OOP expenditures per OP consultation and hospitalization episode were computed. Stratified estimates of OOP expenditure at state and district wise distribution by type of provider (public/private), geographic area (rural/urban) and gender (male/female) were also calculated. The five wealth quintiles were computed using principal component analysis method based on the ownership of assets. 10 Statistical significance of the OOP expenditure between different wealth quintiles was computed using one-way analysis of variance statistical test.
Finally, we also report components of OOP expenditure at the state level regarding spending incurred on medicines, consultation, diagnostic tests, user fee/hospital charges, and transportation. The expenses spent, but which respondents were unable to recall to any of above five categories, were mentioned in any other category. 26.2% were from the general social group. Majority of respondents were self-employed (65.7% and 62.8% in OP and hospitalization care).
| Outpatient care
Among the sample population, 26 311 (8.4%) reported an illness episode in last 15 days preceding the survey, of which 95.9% had utilized the OP care. OOP expenses on health as a proportion of consumption expenditure, for both OP and inpatient care, were higher for those belonging to poorest and poor category. The details on illness rate, hospitalization rate, and OOP expenditure on health as a proportion of consumption expenditure among sample characteristics are shown in Table 2 .
The Table 4 .
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| DISCUSSION
Health financing systems are crucial in achieving UHC as they would explicitly determine generation of funds and pooling methods, which result in decreasing direct OOP expenditures and this improving access to health care services. 32 An impediment towards achieving UHC in India is the high reliance on direct OOP payments which leads to financial barrier in accessing health services. For those who obtain health care, it results in financial hardship and impoverishment. 1 High OOP expenditures may lead people to forgo care, which is clearly evident from the recent NSSO 71st round survey which reported that about 4% of those who reported ailments in rural India and 2.5% in urban India did not seek care because of high cost. 40 One of the approaches recognized to alleviate the OOP expenditure by households is to facilitate the provision of publicly financed health care to deliver services. Since, the planning for health care services is now decentralized in India at district level, it implies generating evidence for planning. The estimates of OOP expenditure can serve as an essential input for situational analysis in district action plans to develop roadmap as well as to serve as baseline to evaluate the effectiveness of interventions to reduce OOP expenditures. 41 This study attempts to provide district wise OOP data on OP and inpatient care representative of a large sample to aid in decentralized planning for the state of Haryana.
In our study, we found that with a reported illness rate of 8.4% in the sampled population, about 95.9% had utilized the OP care health services, which implies that 4.1% of those who were ill did not seek care. Similar findings in NSSO 71st round show that about 4% of those who reported ailments in rural India and 2.5% with ailments in urban India did not seek care. 38 However, a point of concern is that among the ill persons who did not seek care, those who cited "financial reasons" have progressively increased from 15% to 28% between 2004 and 2014, thus indicating towards an increased financial hardship of OOP expenditures. 36 The overall mean OOP expenditure for OP care in Haryana was INR 1005 (USD 16.1; 95% CI: 934-1076) with OOP expenditure incurred on OP care services in private being two times more than that for public sector facilities.
This is consistent with findings in a study 42 which analyzed the evidence from different rounds in the last two decades of National Sample Survey on health care and consumption expenditure in India. It showed that the average OP care treatment expenditure was one and a half times more in private than public health facilities. 42 The NSSO 71st Round also revealed that more than 70% of ailments were treated in private than public sector. 35 Similar to our study, it also reported that urban areas respondents reportedly had a higher OOP expenditure than rural areas for OP care services. Males had a higher level of mean and per capita OOP payments than females for OP care. 38 Nevertheless, males reported about 24% and 11% higher mean as well as per capita OOP expenditure, respectively, than females for OP care in our study. Further, the OOP expenditures were regressive implying that the poor and poorest categories incurred a higher OOP expenditure on health as proportion of their consumption expenditure than the rich. This disparity was also seen more for inpatient than OP health care (refer to Table 2 ). Globally OOP payments are considered as the most regressive form of health financing. 1, 43 A number of Indian studies 44, 23 reported this finding, similar to our study. In our study, the rich had a higher mean OOP expenditure, which may appear progressive pattern. However, as a proportion of the consumption expenditure, the poor spent much more as OOP expenditure on health. As noted elsewhere also, 45 it is possible that due to epidemiological transition in the state, the richer spent more on treatment for chronic conditions like non-communicable diseases than the poor.
Secondly, and perhaps more importantly, it could be that the poor who otherwise have a higher probability of falling ill either do not use health care or use inappropriate or cheaper forms of care to substitute for the more appropriate form of health care. As a result, the per capita OOP expenditure is lesser for the poor. However, despite the same, the impact of the OOP expenditure is much more regressive for the poor which is reflected by higher value of OOP expenditure as a proportion of consumption expenditure. 46 The mean OOP expenditure on hospitalization in our study (INR 22 489; USD 360.0) was very similar to the estimates of NSSO 71st Round for Haryana (INR 24 214; USD 388.0). 38 As found in another study, the mean OOP expenditures were more, that is, almost two times in private than public sector facilities on hospitalization. 42 This calls for a strengthening of the public sector so that more and more people can utilize health care, which in turn will further reduce OOP expenditure. Moreover, there is a need to reduce OOP expenditures in public sector further.
Since medicines and diagnostics are two major factors which constitute the OOP expenditure, strengthening the provision of free drugs and diagnostics in the public sector are straightforward interventions to reduce OOP expenditure. Further, a predominantly large proportion of Indian population continues to access OP and inpatient care in private sector leading to high OOP expenditure. Hence, there is concurrent need to provide financial risk protection through some form of risk pooling for coping with OOP expenditure in private sector. 25, 47, 48 In terms of geographical variation, respondents from rural area spent higher OOP expenditure than those in urban areas for inpatient care. A possible explanation of higher OOP expenditure in the rural area is the relative lack of public health infrastructure for curative care in rural parts. During the study period, as reported by Rural Health Statistics 2012, 49 there was a shortfall of 105 doctors at primary health centres against the required posts of 447 doctors in Haryana. Similarly, the gap increased at Community Health Centre level, wherein of the total requirement of 436 specialists, only 29 were in position in Haryana. Regarding public health infrastructure, completeness was 39% at subcentre, 32% at primary health centre, and 34% at community health centre level in Haryana. 49 This pushes the households to use private health care which may lead to a higher OOP expenditure. The careseeking patterns between public and private in urban and rural areas in our study support this hypothesis. As reported by MAQARI project, the ratio of public doctor to private providers in health care is 1:11 in Haryana, which is even more skewed in favor of the private sector in rural area. 50 Our study as many other studies 19, 20, [51] [52] [53] [54] found that the major component of OOP expenditure was drugs for OP and inpatient health care services. There is a possibility that the availability of medicines is not ensured at all times in public health facilities, which in turn forces the patient to buy it from private market. 55, 56 One of the major strengths of this study had been its large sample size, wide geographic coverage, long duration of data collection which took care of seasonality related effects, and inclusion of any illness for estimation of OOP expenditure. Moreover, it has generated valid estimates for all 21 districts of Haryana. We would like to acknowledge certain limitations of our study in terms of methodology and inferences which can be drawn. There is a possibility of recall bias in reporting of expenditures. However, the recall periods used in our survey are comparable to what has been reported elsewhere for NSSO surveys. Moreover, the extent and components of OOP expenditure at the state level are very similar to what is found in the NSSO 71st round report. 38 Hence, we believe that the district level findings of our paper are also valid. Secondly, even though we have generated evidence for district wise expenditures and also shown an association between socioeconomic status and OOP expenditures for both OP care and hospitalizations, we did not attempt to comprehensively understand the reasons for wide disparities. Some potential explanations can be put forth in terms of levels of income, health seeking behavior of the population, availability of health infrastructure, and utilization of public services; however, a more detailed analysis would be recommended. 57 Thirdly, we have presented the detailed estimates of OOP expenditure for health care in this paper. However, the effects of these expenditures in terms of financial risk protection or equity are not discussed here and are reported elsewhere.
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| Implications for policy and research
The National Health Policy 2017 (NHP 2017) explicitly recognizes the need to reduce OOP payments in health care in rural and urban areas. The situational analysis for NHP 2017 59 reported that 6.9% and 5.5% OOP payments on health care as a share of total household monthly per capita expenditure in rural areas and urban areas, respectively.
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The estimates at the state and more importantly at district levels would serve as evidence for policymakers and program managers in formulating better-informed decisions for provision of health care services to its people. Moreover, these district-level health accounts assume a more significant role as a majority of policies gets implemented at this level. 61 In view of the lack of such data at district level in published literature, our study could be useful for policymakers for developing plans to mitigate OOP expenditures at district level. Further, our study findings will be useful input for developing comprehensive state and district level health accounts. The findings in our study could serve as a baseline evidence for determining the effectiveness of any UHC program which the State Government implements.
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